Childhood cancer is one of the most threatening diagnoses families can be confronted with. As in adulthood, the diagnosis of cancer is directly associated with the idea of suffering and death. Cancer is a metaphor for death that might never be eradicated irrespective of rising survival curves, especially in childhood cancer.
Nevertheless, parents who are confronted with the diagnosis of cancer of their loved child will enter a process of coping. This process has also been called the "unexpected career" [1] . This expression is well deserved, as it acknowledges the tremendous commitment and competence that parents have who care for their child with cancer. However, it is well known that cancer affects the whole family and other systems connected with the patient and the family. This is a particular issue in pediatric oncology where it includes parents and siblings. One answer to this longstanding awareness can be found in the well-established psychosocial support, which has become an integral part of comprehensive cancer care.
In the pediatric oncology literature, many studies have focused the effects of childhood cancer on parents. A multitude of studies has made valuable contributions to parental coping in childhood cancer. The complexity of stress and coping related to childhood cancer emerges through such studies [2, 3] ; however, many aspects remain unclear. We still only partially understand the inter-relationships of different factors relevant to the caregiving process. Besides the clinician's open eyes and mind, a better understanding of the caregiving stress and process of coping or even predictors of parental well-being would be a requirement for better care of both patient and family.
In the same context as Lazarus and Folkman [4] , one could approach this problem by thinking about the theoretical background of stress and coping. It appears that this was the underlying rationale for the approach chosen by Klassen et al. [5] . Their study, published in this issue, is directed at the wide variation of psychological adjustments of parents caring for a child with cancer. The authors conducted a systematic review of the literature to identify the main factors previously described to explain this variability. A selection of 48 articles was incorporated in a multidimensional caregiving model-the Caregiving Process and Caregiver Burden Model, previously published by Raina et al. [6] from McMaster University Hamilton, Ontario. This theoretical model was originally developed to obtain a more complete picture of caregiving for children with developmental disabilities. Klassen, Raina, and coworkers modified the model to study parental caregivers in a different setting of health problems. In the given context of childhood cancer, six constructs were included as outcome variables: background/context variables, child characteristics, caregiver strain, self-perception, coping factors, and caregiver's physical and psychological health. The results show that poorer caregiver psychological health was associated with child characteristics, such as behavior problems, depression, emotional, or somatic distress. As is commonly experienced in daily clinical practice, time could heal at least some of the wounds (measured as time since diagnosis). In addition, the condition and prognosis of the child played an important role in the well-being of parents. In this context, it is unfortunate that different cancer entities have not been specified. I would speculate that parents of children with brain tumors have poorer outcomes compared to those with children suffering from other solid tumors, such as nephroblastoma or non-high-risk leukemia. A more recent study that focused on time since diagnosis and types of cancer evaluated children and adolescents with newly diagnosed cancer. Interestingly, it could be shown that 6 weeks after diagnosis, children with leukemia were the most affected in the majority of dimensions of healthrelated quality of life (HRQL), and 1 year after diagnosis, children with brain tumors seemed to be the most affected [7] . Surprisingly, Klassen et al. found no evidence for the relationship between socioeconomic status and caregiver strain as has been shown by Sloper [3] .
Considering time since diagnosis, it may also be interesting to evaluate the long-term outcomes of these families affected by childhood cancer. Symptoms of post-traumatic stress disorder (PTSD) have been reported in former pediatric cancer patients and are even more accentuated in their parents in a frequency of up to 50% [8] [9] [10] . The development of PTSD is comparable to the experience of pain. In pain, the stimulus of pain does not predict the individually perceived pain and outcome of pain, e.g., the development of chronic pain. Similarly, the amount of stress received by a parent in the context of childhood cancer does not necessarily correlate to the mother or father's real suffering or the risk to develop PTSD. Furthermore, timing of traumatic stress does not correlate with the time of development of symptoms of PTSD.
An important question is whether PTSD in survivors and families can be diminished. Kazak et al. [8] have performed a randomized clinical trial of a family intervention [Surviving Cancer Competently Intervention Program (SCCIP)] integrating cognitive-behavioral and family system approaches to aim a reduction of PTSD or posttraumatic stress symptoms (PTSS). One hundred fifty families participated 1 to 12 years after completion of cancer treatment. Families randomized to the treatment group received the intervention 4 to 6 months after baseline data collection, and reevaluation took place 3 to 5 months after intervention. The intervention consisted of a four-session, 1-day program, whereas the control group remained without intervention until the time of reevaluation when intervention was offered to the participants. PTSS scores, especially intrusive thoughts among fathers and arousal among survivors, were decreased in the intervention group, irrespective of time since treatment ended. Interestingly, no significant effects were found for mothers. Thus, it had been concluded that brief interventions focused on specific aspects of medical trauma would be warranted.
As a pediatric oncologist, I wish to formulate a vision. Given the fact that the majority of children with cancer can be cured of their disease, we should further focus to reach the aim of a "truly cured child," as this had been formulated by Jan van Eys in 1977 [11] . As a "truly cured child" is strongly associated to its family, cure includes the family and is meant as a psychosocial cure. To reach this goal given the scarce resources, it will be necessary to consider the true needs for interventions and support in even more sophisticated concepts of psychosocial, family-based pediatric cancer care of the future. The paper of Klassen et al. may become one of the valuable milestones for further research in this field.
